is a chronic progressive condition that affects the pumping power of heart muscles which results in fluid builds up around the heart and causes it to pump inefficiently. Patients who develop decompensated CHF need to attend daily clinics in the hospital and are frequently admitted to hospital for periods of at least 2 days. Short description of practice change implemented: In consultation with nurse specialists, consultant cardiologist and the Community Intervention Team (CIT) a care pathway is developed for the patient's treatment in the community, supported by electronic health records.
Sample case study to highlight practice change: Patient prescribed intravenous (IV) frusemide in Outpatients. Referral and prescription electronically sent to CIT. IV medication is administered in patients' home 2 days a week. Only 1 visit per week is now required to the CHF clinic.
Patient is monitored and educated on the efficiency of the medication. Patient and family / carers are educated in what to look for in case of worsening symptoms. There is frequent feedback from the CIT to the hospital on the patient's condition.
Achieving the objectives: Safe management of CHF patients in the community: Symptoms that previously required admission to the acute setting are observed earlier in the home and acted upon thus reducing the opportunity for problems to build up.
Consequent reduction in admissions to acute settings: Quality of patients' life improved significantly, measured by the reduction of IV treatment, massive reduction of oedema and related discomfort; independence gained in activities of daily living (ADL's). Highlights: (innovation, Impact and outcomes)
The integrated care approach for a CHF patient is the first of its kind in this community, with high patient and clinician satisfaction. 
